
DEPARTMENT OF HEALTH & HUMAN SERVICES Office of Inspector General 

Washington, D.C. 20201 

TO: Tim Hill 
Director, Office of Financial Management 

PROM: 
/ h e p u t y  Inspector General for Audit Services 

SUBJECT: Medical Review of Synergy Behavioral Health's Partial Hospitalization 
Services for the Period August 1,2000, Through December 31,2002 
(A-06-04-00076) 

Attached is a copy of our final report on the medical review of Synergy Behavioral 
Health's partial hospitalization services for the period August 1,2000, through 
December 31, 2002. This is one of a series of reports on Medicare partial hospitalization 
program (PHP) services provided by community mental health centers. A PHP is an 
intensive outpatient program of psychiatric services provided to patients instead of 
inpatient psychiatric care. 

Our objective was to determine whether the claims that Synergy Rehab Services, Inc., 
doing business as Synergy Behavioral Health (Synergy), submitted for PHP services met 
Medicare reimbursement requirements. 

Overall, there was evidence that Synergy provided services that were active, intensive, 
and therapeutic, as required for a PHP level of care. However, Synergy submitted claims 
for PHP services that did not meet Medicare reimbursement requirements. Medical 
reviewers from a program safeguard contractor (PSC) determined that 51 of the 100 
sampled claims did not meet Medicare reimbursement requirements. The reviewers 
questioned claims primarily for two reasons: 

The patient did not need, or was unable to benefit from, the services. 

The patient's medical records lacked the required documentation. 

As a result, Synergy received $77,987 in unallowable Medicare payments for the 51 
sampled claims.' Based on our sample results, we estimate that Synergy received at least 
$3,098,296 in payments for claims that should not have been billed to Medicare. 

h he draft report stated that Synergy received $145,665 in unallowable Medicare payments and an 
estimated overpayment of $5,830,859. We adjusted these amounts in our final report because another 
review (A-06-04-00032) found unallowable payments to Synergy as a result of financial errors made by the 
fiscal intermediary for PHP services rendered between August 1, 2000, and June 30, 2003. Thus, the 
overpayments identified in t h s  report do not duplicate those identified in the other report. As of the 
issuance of this report, we had not issued a final report on the other review. 
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In its comments on our draft report, Synergy strongly disagreed with the findings and 
took issue with many aspects of the review, including the audit review process and the 
medical determinations.  Synergy’s comments pertaining to the audit review process did 
not lead us to change our opinion that Synergy received some overpayments.  However, 
because of the medical determination issues that Synergy raised in its comments and the 
fact that the PSC that conducted the review was no longer available for consultation 
because it no longer had a contract with the Centers for Medicare & Medicaid Services 
(CMS), we sent the records for the denied claims to the CMS Program Integrity Group.  
Based on the preliminary results of the group’s review, we have decided to issue the final 
report directly to CMS for resolution.  We will make Synergy’s medical records 
concerning all claims reviewed available to CMS for appropriate consideration in the 
resolution process. 
 
We recommend that CMS determine the allowability of the claims that resulted in our 
$3,098,296 statistical estimate of unallowable payments.  
 
Please send us your final management decision, including any action plan, as appropriate, 
within 60 days.  If you have any questions or comments about this report, please call me, 
or your staff may contact George M. Reeb, Assistant Inspector General for the Centers 
for Medicare & Medicaid Audits, at (410) 786-7104 or through e-mail at 
george.reeb@oig.hhs.gov.  Please refer to report number A-06-04-00076 in all 
correspondence.  
 
Attachment 
 
 



DEPARTMENT OF HEALTH & HUMAN SERVICES Office of Audit Serv~ces 

Region VI 
1100 Commerce, Room 632 

MAR - 9 2006 	
Dallas, TX 75242 

Report Number: A-06-04-00076 

Mr. Scott Shaheen 
Administrator 
Synergy Behavioral Health 
422 Colonial Drive 
Baton Rouge, Louisiana 70806 

Dear Mr. Shaheen: 

This letter serves to notify you of our actions regarding the report entitled "Medical 
Review of Synergy Behavioral Health's Partial Hospitalization Services for the Period 
August 1,2000, Through December 31,2002." 

We reviewed the February 4,2005, written comments on our draft report. The comments 
pertaining to the audit review process did not lead us to change our opinion that Synergy 
received some overpayments. However, because of the medical determination issues 
raised in the comments and the fact that the program safeguard contractor that conducted 
the review was no longer available for consultation because it no longer had a contract 
with the Centers for Medicare & Medicaid Services (CMS), we sent the records for the 
denied claims to the CMS Program Integrity Group. Based on the preliminary results of 
the group's review, we have decided to issue the final report directly to CMS for 
resolution. We will make Synergy's medical records concerning all claims reviewed 
available to CMS for appropriate consideration in the resolution process. 

We are recommending that CMS determine the allowability of the claims that resulted in 
our $3,098,296 statistical estimate of unallowable payments. 

Sincerely yours, . 

Gordon L. Sato 
Regional Inspector General 

for Audit Services 

cc: 	 Patrick Gilmore 
Morgan, Lewis & Bockius LLP 
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The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as amended, is to 
protect the integrity of the Department of Health and Human Services (HHS) programs, as well as the 
health and welfare of beneficiaries served by those programs.  This statutory mission is carried out 
through a nationwide network of audits, investigations, and inspections conducted by the following 
operating components: 
 
Office of Audit Services 
 
The Office of Audit Services (OAS) provides all auditing services for HHS, either by conducting audits with 
its own audit resources or by overseeing audit work done by others.  Audits examine the performance of 
HHS programs and/or its grantees and contractors in carrying out their respective responsibilities and are 
intended to provide independent assessments of HHS programs and operations in order to reduce waste, 
abuse, and mismanagement and to promote economy and efficiency throughout HHS. 
          
Office of Evaluation and Inspections 
 
The Office of Evaluation and Inspections (OEI) conducts management and program evaluations (called 
inspections) that focus on issues of concern to HHS, Congress, and the public.  The findings and 
recommendations contained in the inspections generate rapid, accurate, and up-to-date information on the 
efficiency, vulnerability, and effectiveness of departmental programs.  OEI also oversees State Medicaid 
Fraud Control Units which investigate and prosecute fraud and patient abuse in the Medicaid program. 
 
Office of Investigations 
 
The Office of Investigations (OI) conducts criminal, civil, and administrative investigations of allegations of 
wrongdoing in HHS programs or to HHS beneficiaries and of unjust enrichment by providers.  The 
investigative efforts of OI lead to criminal convictions, administrative sanctions, or civil monetary 
penalties.  
 
Office of Counsel to the Inspector General 
 
The Office of Counsel to the Inspector General (OCIG) provides general legal services to OIG, rendering 
advice and opinions on HHS programs and operations and providing all legal support in OIG’s internal 
operations.  OCIG imposes program exclusions and civil monetary penalties on health care providers and 
litigates those actions within HHS.  OCIG also represents OIG in the global settlement of cases arising 
under the Civil False Claims Act, develops and monitors corporate integrity agreements, develops 
compliance program guidances, renders advisory opinions on OIG sanctions to the health care 
community, and issues fraud alerts and other industry guidance.  



Notices 

THIS REPORT IS AVAILABLE TO THE PUBLIC 
at http://oig. hhs.gov 

In accordance with the principles of the Freedom of Information Act (5 U.S.C. 552, 
as amended by Public Law 104-231), Office of Inspector General, Office of Audit 
Services reports are made available to members of the public to the extent the 
information is not subject to exemptions in the act. (See 45 CFR part 5.) 

OAS FINDINGS AND OPINIONS 

The designation of financial or management practices as questionable or a 
recommendation for the disallowance of costs incurred or claimed, as well as other 
conclusions and recommendations in this report, represent the findings and opinions 
of the HHSIOIGIOAS. Authorized officials of the HHS divisions will make final 
determination on these matters. 



 

EXECUTIVE SUMMARY 
 
BACKGROUND 
 
A partial hospitalization program (PHP) is an intensive outpatient program of psychiatric 
services provided to patients instead of inpatient psychiatric care.  A hospital or a community 
mental health center (CMHC) may provide a PHP.  PHP services are included in the Medicare 
hospital outpatient prospective payment system, which was implemented in August 2000.  Under 
that system, PHP providers receive a per diem payment.  Providers may receive additional 
payments, called outlier payments, when the cost of care is extraordinarily high in relation to the 
average cost of treating comparable conditions or illnesses.     
 
This review was part of a series of audits of payments to CMHCs.   
 
OBJECTIVE 
 
Our objective was to determine whether the claims that Synergy Rehab Services, Inc., doing 
business as Synergy Behavioral Health (Synergy), submitted for PHP services met Medicare 
reimbursement requirements.  
 
SUMMARY OF FINDINGS 
 
Overall, there was evidence that Synergy provided services that were active, intensive, and 
therapeutic, as required for a PHP level of care.  However, Synergy submitted claims for PHP 
services that did not meet Medicare reimbursement requirements.  Medical reviewers from a 
program safeguard contractor (PSC) determined that 51 of the 100 sampled claims did not meet 
Medicare reimbursement requirements.  The reviewers questioned claims primarily for two 
reasons:  
 

• The patient did not need, or was unable to benefit from, the services. 
 
• The patient’s medical records lacked the required documentation. 

 
As a result, Synergy received $77,987 in unallowable Medicare payments for the 51 sampled 
claims.1  Based on our sample results, we estimate that Synergy received at least $3,098,296 in 
payments for claims that should not have been billed to Medicare.   
 
 
 
 

                                                 
1The draft report stated that Synergy received $145,665 in unallowable Medicare payments and an estimated 
overpayment of $5,830,859.  We adjusted these amounts in our final report because another review  
(A-06-04-00032) found unallowable payments to Synergy as a result of financial errors made by the fiscal 
intermediary for PHP services rendered between August 1, 2000, and June 30, 2003.  Thus, the overpayments 
identified in this report do not duplicate those identified in the other report.  As of the issuance of this report, we had 
not issued a final report on the other review.     
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RECOMMENDATION  
 
We recommend that the Centers for Medicare & Medicaid Services (CMS) determine the 
allowability of the claims that resulted in our $3,098,296 statistical estimate of unallowable 
payments.  
  
SYNERGY COMMENTS    
 
In its comments on our draft report, Synergy strongly disagreed with the findings and took issue 
with many aspects of the review, including the audit review process and the medical 
determinations.  Synergy’s comments are included in their entirety as Appendix D.   
 
OFFICE OF INSPECTOR GENERAL RESPONSE   
 
Synergy’s comments pertaining to the audit review process did not lead us to change our opinion 
that Synergy received some overpayments.  However, because of the medical determination 
issues that Synergy raised in its comments and the fact that the PSC that conducted the review 
was no longer available for consultation because it no longer had a contract with CMS, we sent 
the records for the denied claims to CMS’s Program Integrity Group.  Based on the preliminary 
results of the group’s review, we have decided to issue the final report directly to CMS for 
resolution.  We will make Synergy’s medical records concerning all claims reviewed available to 
CMS for appropriate consideration in the resolution process.
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INTRODUCTION 
 

BACKGROUND 
 

Partial Hospitalization Program 
 
A partial hospitalization program (PHP) is an intensive outpatient program of psychiatric 
services provided to patients instead of inpatient psychiatric care.  It is designed to provide 
patients who have profound and disabling mental health conditions with an individualized, 
coordinated, comprehensive, and multidisciplinary treatment program.  A hospital or a 
community mental health center (CMHC) may provide a PHP.  
 
Partial Hospitalization Payments 
 
The Balanced Budget Act of 1997 required the Centers for Medicare & Medicaid Services 
(CMS) to implement a Medicare prospective payment system for hospital outpatient services.  
Partial hospitalization services that CMHCs provide are included in the Medicare hospital 
outpatient prospective payment system (OPPS), which was implemented in August 2000.  Under 
the OPPS, CMHCs receive per diem payments.  
 
In addition, Medicare makes outlier payments for situations in which the cost of care is 
extraordinarily high in relation to the average cost of treating comparable conditions or illnesses.  
Medicare makes these payments when the CMHC’s charges for the services, adjusted to cost, 
exceed a given threshold established by the Secretary of Health and Human Services. 
   
Intermediary Responsibilities 
 
CMS contracts with fiscal intermediaries for assistance in administering the PHP.  Intermediaries 
are responsible for: 
 

• processing and paying claims for CMHCs, 
 

• conducting audits of CMHCs’ cost reports, and 
 

• performing medical reviews of claims for necessity and reasonableness of services. 
 
Synergy Behavioral Health 
 
Synergy Rehab Services, Inc., doing business as Synergy Behavioral Health (Synergy), is a 
Medicare-certified CMHC in Baton Rouge, LA.  Synergy received Medicare payments totaling 
$14.9 million from the inception of the OPPS in August 2000 through December 2002.  More 
than 83 percent of these payments were outlier payments.   
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OBJECTIVE, SCOPE, AND METHODOLOGY 
 
Objective 
 
Our objective was to determine whether the claims that Synergy submitted for PHP services met 
Medicare reimbursement requirements. 
 
Scope 
 
This review was part of a series of audits of CMHCs that received high levels of outlier 
payments.  We selected the providers to audit based on a ranking of total outlier payments made 
to each provider from August 1, 2000, to June 30, 2003.  
 
We did not perform detailed tests of Synergy’s internal controls because we accomplished our 
objective through substantive testing.   
 
We performed fieldwork at Synergy in Baton Rouge, LA, from January to February 2004.   
 
Methodology 
 
We reviewed relevant Federal laws, regulations, and other requirements.  We also interviewed 
officials of CMS, TriSpan Health Services (Synergy’s fiscal intermediary), and Synergy.   
 
We selected a random sample of 100 claims from a universe of 5,127 claims for the period 
August 1, 2000, through December 31, 2002.  Synergy received total Medicare payments of 
$14.9 million for the 5,127 claims.   
 
Medical reviewers from TriCenturion, a Medicare program safeguard contractor (PSC), 
performed a clinical review of the 100 sampled claims on our behalf.  The PSC reviewed the 
claims and applicable medical records to determine whether PHP services met Medicare 
coverage requirements and were medically necessary, reasonable, and billed in accordance with 
Medicare requirements.  The codes billed on the sampled claims were Current Procedural 
Terminology codes 90801–Psychiatric Diagnostic Interview Examination, 90818–Individual 
Psychotherapy, and 90853–Group Psychotherapy, as well as Healthcare Common Procedure 
Coding System codes G0177–Training and Education Services and Q0082 and G0176–Activity 
Therapy.   
 
We extracted individual detailed claim information from the Standard Analytic File using the 
Data Extract System for PHP claims for the period August 1, 2000, to December 31, 2002.  We 
reconciled these data to the provider statistical and reimbursement reports from the fiscal 
intermediary.   
 
We conducted our review in accordance with generally accepted government auditing standards. 
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FINDINGS AND RECOMMENDATIONS 
 

Overall, there was evidence that Synergy provided services that were active, intensive, and 
therapeutic, as required for a PHP level of care.  However, Synergy submitted claims for PHP 
services that did not meet Medicare reimbursement requirements.  Medical reviewers from the 
PSC determined that 51 of the 100 sampled claims did not meet Medicare reimbursement 
requirements.  The reviewers questioned claims primarily for two reasons:  
 

• The patient did not need, or was unable to benefit from, the services. 
 
• The patient’s medical records lacked the required documentation. 

 
As a result, we estimate that Synergy received at least $3,098,296 in payments for claims that 
should not have been billed to Medicare. 
  
Appendix C details the errors for each sampled claim.   
 
NONCOMPLIANCE WITH MEDICARE REIMBURSEMENT  
REQUIREMENTS 
 
Medical review staff determined that 51 of the 100 sampled claims did not meet Medicare 
reimbursement requirements.  PHP services must meet Medicare PHP coverage requirements 
and be medically necessary, reasonable, and billed in accordance with Medicare requirements.  
Many of the 51 claims were denied for more than 1 reason.  
 
The Patient Did Not Need, or Was Unable To Benefit From, the Services  
 
Pursuant to section 1862(a)(1)(A) of the Social Security Act and TriSpan Local Medical Review 
Policy PHP-2 (effective August 30, 1998, and as revised effective August 20, 2001), it is not 
reasonable and necessary to provide partial hospitalization services to patients who cannot, or 
refuse to, participate in the active treatment of their mental disorders.  Furthermore, coverage is 
not permitted for patients who require inpatient treatment.   
 
The medical reviewers found the following instances of noncompliance with Medicare 
requirements: 
 

• For four claims, the patients were unable to participate because of psychiatric or medical 
instability or confusion.   

 
For example, documentation for one patient indicated that he appeared to have been 
incapable of effectively participating in, and benefiting from, the program because of the 
severity of his mental illness, which produced disruptive behavior.  Furthermore, the 
patient attended the program irregularly, making the possibility of progress unlikely.  
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In another example, the medical records showed that the patient was suicidal.  The patient 
had not signed a “no harm” agreement.  This made the patient ineligible for partial 
hospitalization because the patient was a safety and security risk and required a more 
intensive level of service. 
 

• For 17 claims, the documentation did not demonstrate the medical necessity of the 
patients’ admissions, or the patients had excessive lengths of stay and should have been 
discharged to a less intensive level of care sooner.  
 
In one case, the records did not demonstrate an acute onset or exacerbation of psychiatric 
symptoms so severe that the patient would require partial hospitalization.  The 
documentation noted that the patient was angry with family members and experiencing 
mood swings but did not indicate that the patient’s symptoms were disabling or severely 
interfering with multiple areas of daily life.  
 
In another case, the documentation indicated that the patient’s symptoms had stabilized 
and described the patient as “doing much better” and “significantly improved.”  
Therefore, the medical reviewers concluded that the patient could have been safely 
transitioned to a less intensive outpatient level of care several weeks prior to the dates of 
service in this review.   

 
The Patient’s Medical Records Lacked Required Documentation 
 
Section 1833(e) of the Social Security Act and TriSpan Local Medical Review Policy PHP-2 
(effective August 30, 1998, and as revised effective August 20, 2001) require services to be 
documented.  According to the Local Medical Review Policy, the initial psychiatric evaluation 
must be performed and placed in the chart within 24 hours after admission.  The initial 
psychiatric evaluation includes the medical history, physical examination, and initial treatment 
plan.  The medical history and physical examination must be performed between 30 days prior to 
admission and 24 hours after admission.  The initial treatment plan must be completed and 
signed within 24 hours after admission.  In addition, 42 CFR § 424.24(e)(2) requires the medical 
record to contain information to support the diagnosis and the type, amount, duration, and 
frequency of services, as well as the goals under the treatment plan.     
 
The medical reviewers found the following instances of noncompliance with Medicare 
requirements: 
 

• For 13 claims, the services billed lacked any documentation.  
 

• For 38 claims, psychiatric evaluations were missing, incomplete, or not completed within 
the required timeframe.  Therefore, the medical necessity of the services billed was not 
established.  Most psychiatric evaluations had one or both of the following deficiencies: 

 
o The medical history and physical examination records were missing or not completed 

between 30 days prior to admission and 24 hours after admission.  In some cases, the 
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documentation was from a prior admission; one record was dated 7 1/2 years prior to 
the patient’s admission.   

 
o The initial treatment plans were missing, incomplete, or not signed within 24 hours of 

admission.  In some cases, the physicians had not signed the treatment plans, or the 
plans did not specify the goals or the types of services to be provided.   

 
EFFECT OF IMPROPER BILLINGS  
 
Synergy received $77,987 in unallowable Medicare payments for 51 of the 100 claims in the 
statistical sample.1  Based on our sample results, we estimate that Synergy received at least 
$3,098,296 in payments for claims that should not have been billed to Medicare.   
 
RECOMMENDATION  
 
We recommend that CMS determine the allowability of the claims that resulted in our 
$3,098,296 statistical estimate of unallowable payments. 
  
SYNERGY COMMENTS  
 
In its February 4, 2005, written comments on our draft report, Synergy strongly disagreed with 
the findings and recommendations.  Synergy took issue with many aspects of the review, 
including the audit review process and the medical determinations.   
 
Synergy said that we never explained the verification process that we followed to ensure that the 
PSC was qualified as an expert in Medicare coverage and reimbursement of PHP services or to 
ensure that the review was conducted according to Medicare rules and regulations.  
  
The full text of Synergy’s comments is included as Appendix D. 
 
OFFICE OF INSPECTOR GENERAL RESPONSE 
 
Section 202 of the Health Insurance Portability and Accountability Act of 1996, as codified in 
section 1893 of the Social Security Act, established the Medicare Integrity Program and 
authorized CMS to contract with entities, such as PSCs, to perform certain program safeguard 
activities, including medical review, cost report audit, data analysis, provider education, and 
fraud detection and prevention.  We relied on the medical review determinations of a PSC that 
was under contract with CMS to promote the integrity of the Medicare program.  CMS verified 
the qualifications of the PSCs when it awarded the contracts and through performance 
evaluations.  

                                                 
1The draft report stated that Synergy received $145,665 in unallowable Medicare payments and an estimated 
overpayment of $5,830,859.  We adjusted these amounts in our final report because another review  
(A-06-04-00032) found unallowable payments to Synergy as a result of financial errors made by the fiscal 
intermediary for PHP services rendered between August 1, 2000, and June 30, 2003.  Thus, the overpayments 
identified in this report do not duplicate those identified in the other report.  As of the issuance of this report, we had 
not issued a final report on the other review.   
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Synergy’s comments pertaining to the audit review process did not lead us to change our opinion 
that Synergy received some overpayments.  However, because of the medical determination 
issues that Synergy raised in its comments and the fact that the PSC that conducted the review 
was no longer available for consultation because it no longer had a contract with CMS, we sent 
the records for the denied claims to CMS’s Program Integrity Group.  Based on the preliminary 
results of the group’s review, we have decided to issue the final report directly to CMS for 
resolution.  We will make Synergy’s medical records concerning all claims reviewed available to 
CMS for appropriate consideration in the resolution process. 
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APPENDIX A 
 

SAMPLING METHODOLOGY 
 
OBJECTIVE 
 
Our objective was to determine whether the claims that Synergy Rehab Services, Inc., doing 
business as Synergy Behavioral Health (Synergy), submitted for partial hospitalization program 
(PHP) services met Medicare reimbursement requirements.    
 
To achieve our objective, we selected an unrestricted random sample of claims for medical 
review.  
 
POPULATION 
 
The population consisted of 5,127 paid claims for community mental health center (CMHC) 
Medicare PHP services for the period August 1, 2000, through December 31, 2002.  
 
SAMPLING UNIT 
 
The sampling unit was a paid CMHC Medicare PHP claim to Synergy with a patient service date 
during the period August 1, 2000, through December 31, 2002.  
 
SAMPLE SIZE 
 
The sample size was 100 CMHC Medicare PHP paid claims.   
 
ESTIMATION METHODOLOGY 
 
We used the Office of Audit Services Statistical Software Variable Appraisal program to project 
the amount of the unallowable claims.   
 

 



APPENDIX B 
 

STATISTICAL SAMPLE AND PROJECTION INFORMATION 
 

Sample Characteristics 
 

Population Sample Errors
5,127 claims 100 claims 51 claims 

 $150,893.22 $77,986.51 
 
We used the Office of Audit Services RAT-STATS Statistical Software Variable Appraisal 
program to obtain the sample projection.  We reported the lower limit of the 90-percent 
confidence interval.  Details of our projection appear below: 
 

Projection of Sample Results 
(90-Percent Confidence Interval) 

  
Point estimate $3,998,368 
Precision amount $900,072  
Lower limit $3,098,296 
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MEDICAL REVIEW RESULTS BY CLAIM 

         

Claim 
Sample # 

Claim 
Allowed 

Patient Did Not Need, or Was 
Unable To Benefit From,  

the Services 

Patient’s Medical Records 
Lacked Required 
Documentation 

1 X   
2 X   
3 X   
4   X 
5   X 
6 X   
7  X X 
8 X   
9  X X 
10 X   
11 X   
12 X   
13 X   
14  X  
15 X   
16 X   
17 X   
18 X   
19 X   
20  X X 
21  X X 
22   X 
23  X X 
24   X 
25 X   
26 X   
27  X  
28   X 
29 X   
30 X   
31 X   
32  X X 
33  X X 
34   X 
35  X  
36 X   
37 X   
38 X   
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Claim 
Sample # 

Claim 
Allowed 

Patient Did Not Need, or Was 
Unable To Benefit From,  

the Services 

Patient’s Medical Records 
Lacked Required 
Documentation 

39 X   
40   X 
41 X   
42   X 
43 X   
44 X   
45 X   
46 X   
47  X X 
48  X X 
49 X   
50   X 
51 X   
52 X   
53   X 
54 X   
55 X   
56  X X 
57   X 
58 X   
59 X   
60 X   
61  X  
62   X 
63 X   
64  X  
65 X   
66   X 
67   X 
68   X 
69  X X 
70 X   
71 X   
72  X  
73  X X 
74   X 
75 X   
76  X X 
77   X 
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Claim 
Sample # 

Claim 
Allowed 

Patient Did Not Need, or Was 
Unable To Benefit From,  

the Services 

Patient’s Medical Records 
Lacked Required 
Documentation 

78   X 
79   X 
80   X 
81   X 
82   X 
83 X   
84   X 
85   X 
86   X 
87   X 
88  X  
89 X   
90 X   
91   X 
92 X   
93   X 
94   X 
95  X  
96 X   
97 X   
98 X   
99 X   

100*   X 
Total 49 21 43 

 
*Medical record could not be located. 
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